been opened, the table was tilted into the Trendelenburg position; the pupils immediately dilated widely, the face became pale, and pulse and breathing stopped. No pulsation could be felt in the abdominal aorta.
The surgeon squeezed the flaccid heart through the diaphragm, and at the same time the table was put into the horizontal position; in about one and a half minutes the heart began to beat again. Towards the end of the operation the table was again tilted, and at once the pulse became irregular; the horizontal position was resumed and the pulse again became normal.
Case of Tonsillectomy in a Man weighing 23 st. By F. E. SHIPWAY, M.D. IN April, 1917 , I was asked by Dr. Herbert French to examine a patient of his and to decide whether I would give him an anaesthetic for the enucleation of a septic tonsil. He was a man aged 52, and weighed a little over 23 st. His history was that he was very anxious to have the tonsil removed, but that he had seen several consultants who had either refused to do the operation or had told him that he was not a fit subject for an anaesthVetic. I found him to be a highly intelligent and sensible man, but very restless and nervous, of huge size, with a very short thick neck, much fat round the chin and angles of the jaws, a perfect set of teeth, and very large abdomen. His movements were fairly brisk, and he told me that he was healthy, shot a good deal, was a careful liver and moderate smoker. He usually slept in a chair. The throat was irritable. The pulse was steady and full, arteries good, systolic blood-pressure 130; heart-sounds rather faint, but nothing abnormal detected, and lungs healthy. There was no albumen nor sugar in the urine.
Taking all these facts into consideration and realizing his keen desire to have the operation and his willingness to run the risk, I consented to give him an anaesthetic, as I felt that in spite of his great bulk and of the nature of the operation he was a healthy vigorous man with sound constitution and certainly a good cardiac muscle: moreover, he was likely to be a helpful patient. At the same time I was not unnaturally a little anxious as to possible complications; for example, jaw-spasm might be troublesome, bleeding might be free, and the likelihood of relieving a severe asphyxial condition by tracheotomy Section of AnTsthetics seemed to be remote. However, I assured him that he was a fit subject for the anawsthetic, and it was agreed that in order to avoid the risk of bronchitis the operation should be postponed three weeks-i.e., until May, when the weather would be warmer, and that in the meantime he should take regular exercise, knock off smoking altogether or reduce it to one cigar a day, and cut down alcohol to one whisky and soda a day. When he went into the nursing home he was in very good condition, much less nervous, and said he had never.felt fitter.
Mr. Tilley and I had previously discussed the question of posture and anaesthetic and had decided that an attempt should be made to enucleate the tonsil under deep ancesthesia with a pillow under the shoulders, the head hyperextended, and the mouth widely open. The night before the operation the patient was given 15 gr. of bromide, and next morning, three-quarters of an hour before the anaesthetic, 1 gr. morphine and , gr. atropine. The effect of the morphine was good: the patient was calm, and with the aid of three pillows was made comfortable in the semi-recumbent position. Induction was started with C.E.
;consciousness was quickly lost, and as soon as the stage of excitement commenced open ether was given. This stage was not severe, and did not last long: it was characterized by a complete absence of struggling, -slight raising of the head and shoulders, and some rigidity and spasm of the muscles of the jaw and neck. Respiration became noisy and the colour slightly cyanotic . this was quickly relieved by oxygen, and the -administration was continued until the mouth could be opened by a wedge and a gag inserted. This was done with some difficulty, two of the pillows were removed, the tongue was pulled forward and a ligature passed through it. Whillis's gag was then substituted for the Mason gag. A sterile rubber catheter attached to the warm-ether apparatus was pushed down one nostril and a mixture of oxygen and chloroform, with a little ether, administered. Ansesthesia soon became moderately deep and of good quality; the last pillow was removed and the head was bent back as much as possible. The breathing at once became much embarrassed, and in spite of tongue-traction and of the jaw being held forward by a finger in the mouth it was obvious that the operation could not be done in this position. The head was therefore brought into line with the body and the breathing immediately became quiet and easy and slow. Deep anesthesia was then established, chiefly by means of chloroform; the eyes were fixed, pupils small, corneal reflex moderately brisk, pulse slow, regular, and of good tension, and the colour excellent. Pulling on the tonsil evoked no reflexes, and enucleation was successfully performed. Fortunately there was very little bleeding.
Reflexes soon returned and the patient made a very good recovery.
I have reported this case in full because it was very unusual, and because it shows the importance of the opinion of the aneTsthetist being taken in any case where there is any doubt as to the desirability or possibility of an anaesthetic being administered.
Mr. IEERBERT TILLEY: Dr. Shipway has not in. the least degree exaggerated the difficulties which my patient presented; nevertheless, I felt that if efficient general anmestbesia could be induced, there should be no particular difficulty in enucleating the tonsil by dissection. This proved to be the case, for the narcosis was so complete and satisfactory that the septic tonsil was removed in its capsule with no more than the usual amount of bleeding, and the operation did not last ten minutes. During the first two days after the operation the patient felt very "depressed" and "faint." His pulse was rapid, small, and very irregular. I ordered him a half bottle of champagne with his lunch and dinner, and in the intervals, hypodermic injections of strychnine and digitalin. On the third day all the symptoms diminished and the patient made an uninterrupted recovery. With regard to the choice of anaesthetic in the enucleation of tonsils, I am convinced, from a considerable experience of this operation, that the safest and most satisfactory method of induction is by open ether preceded by a hypodermic injection of las gr. of atropine given about forty minutes before the operation. When the patient is fully under ether and the breathing is regular and automatic, then the gag is inserted, the operation is commenced andnamesthesia maintained by chloroform from a Junker's apparatus. I was asked just now why I preferred " ether to chloroform." My reply is, that I have seen eleven deaths under anesthesia induced by chloroform-three of these in my own practice, but I have never seen -a death under ether when administered in the manner just described. In enucleation of the tonsil by dissection-the most surgical and scientific method-deep anesthesia ig necessary, and sqrely it is better to secure this by an anmsthetic which stimulates the heart rather than by one which acts as a cardiac or respiratory depressant.
Case of Laryngofissure with Removal of Intralaryngeal
Growth performed under Gas and Oxygen.
By H. E. G. BOYLE, M.R.C.S., L.R.C.P.
THE patient was a man aged about 50. He was given morphia i gr. and atropine fIJu gr. hypodermically half an hour before the operation.
He was anaesthetized with gas and oxygen with regulated rebreathing-
